patient rapidly went downhill, and ultimately died of exhaustion; his only rectal symptom being the passage-two or three times daily-of an ounce or two of mucus unstained with blood. The President pointed out how likely papillomata or villous growths, as opposed to adenomata, were to become carcinomatous.
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Mr. HAMILTON DRUMMOND had had the opportunity of watching a case operated upon by Professor Rutherford MNorison. A boy, aged 13, had a left colostomy done for multiple polypi of the rectum from which heemorrhage had been a most severe symptom. The colostomy was left open for about eighteen miionths, during which time the rectum was washed out daily with saline solution through the colostomy wound. After eighteen months had elapsed, sigmoidoscopic examination showed the rectum to be normal, and all signs of the polypi had disappeared. The colostomy was closed and the boy nokv worked as an apprentice fitter. It was now over three years since the closure of the colostomy wound.
Transplantation of a Segment of Small Intestine to Repair the Resected Sigmoid Flexure.
By STEPHEN FENWICK, M.S. THE patient, a man, aged 51, was first seen on January 18, 1911, suffering from acute following on chronic obstruction. At Charing Cross Hospital the abdomen was opened in the mid-line below the umbilicus and the cavity explored. A small, freely movable growth was found just at the brim of the pelvis. The colon at this point had an extremely short mesentery, the bowel running from the iliac crest to the sacrum in practically a straight line. The mid-line incision was closed, and a left iliac colostomy performed. Great difficulty was experienced in bringing the bowel to the surface. The patient's general condition rapidly improved, but three weeks later acute obstruction occurred, necessitating another laparotomy. A recent band obstructing a loop of ileum was divided. The patient left hospital four weeks later, the artificial anus acting freely. On April 5, 1911, the patient returned to hospital for excision of the growth. He had put on 21 lb. in weight in four weeks after leaving hospital, but had a miserable time, for he apparently had not the slightest control of the evacuations from the colostomy opening; he begged that something might be done to close this. On April 6 the abdomen was again opened by an incision at the outer margin of the left rectus. The growth was removed with 11 to 2 in. of healthy bowel above and below, and a V-shaped portion of mesentery in which enlarged glands could be felt ( fig. 1 ). After pulling up the rectum as far as possible, an interval of about 3 in. existed between the raw surfaces. A loop of ileum fairly low down was taken, and a portion of about 5 in. in length was double clamped off as indicated in the diagram (fig. 2 ). The bowel was divided between the clamps, and also the mesentery (with caution to avoid blood-vessels) towards its root for a distance of 21 in. The continuity of the small gut was restored by an end-to-end anastomosis in the usual manner. The segment of small intestine fell into position easily between the cut ends of the large. Union between these was effected by two mediulml-sized Murphy buttons ( fig. 3 ).
Stitches were placed between cut edges of mesentery to avoid possibility of internal hernia-. The duration of the operation was ninety minutes; it was well borne and there was practically no shock. Two days after the operation a small portion of the large bowel just below the colostomy SCitches, untitng tffl edges of' ImesenCery to mesentery 5eneath 7 Potsition of stitches uniting' mnesenteric edge '\~, FIG. 3. and above the upper Murphy button was found to have sloughed. It was noted at the operation that this part of the bowel appeared blue, but bleeding was taking place, and it was thought that necrosis would not occur. Obviously another inch of bowel should have been resected. This unfortunate occurrence necessitated opening up the colostomy wound in a downward and inward direction, and the removing of the slough. The buttons were found free on the seventh day, the upper in the colostomy opening, the lower in the rectum.
On April 26 the colostomy opening was closed under local (eucaine) anaesthesia. The operation was very difficult, owing to fixation of tissues from sepsis. The peritoneum was not opened. A normal motion was passed on April 29, just over three weeks after the major operation. A considerable faecal fistula remained, but gradually contracted down, and caused such little inconvenience that patient desired nothing further to be done.
Obviously this operation would enable one to remove a very much larger amount of bowel above and below a growth where a large loop exists, and to bridge over any deficiency of bowel resulting.
Microscopical sections of the growth showed it to be a columnarcelled carcinoma; one gland was infected, the other showed no evidence of invasion.
Since the operation, nearly three years ago, the patient has been in the best of health, and as you have seen to-night, looks a strong, sturdy miian. So far there has been no sign of recurrence of the growth. The bowels act well once or twice a day. The motions are normal. The patient still has a pin-point opening in the situation of the former colostomy opening, which occasionally emits a little gas, but it gives him practically no inconvenience, and he will not have anything further done. One has to examine closely before this pore-like opening can be seen.
DISCUSSION.
The PRESIDENT, in commenting on Mr. Fenwick's case, said that in his experience the operation was unique, and he warmly congratulated the operator on his brilliant idea and on the success attending his efforts. He asked what size of Murphy's buttons were used, having regard to the difference in size between the large and small intestine.
Mr. STEPHEN FENWICK, in answer to the President, said that the operation was his own idea and so far as an extensive search of past literature revealed it had not hitherto been performed in man. Mr. Daniel mentioned that the operation had been carried out in dogs.1 He had not, previously to his operation, come across the idea. The small intestine came down into position between the ends of the large with great ease. The sloughing mentioned was probably due to the trapping of the marginal artery by the colostomy spur. The extent of the slough was only about 1 in. at the mesenteric border of the large intestine, but a thin tongue ran up to the colostomy opening at the antimesenteric border. There was little or no disparity in size between the lumina of the small and large bowel, owing to hypertrophy of the one above the growth, owing to chronic obstruction, and the contraction of the other below the artificial anus. In answer to Mr. Ivor Back and Mr. Mummery, he said that it would have been a great advantage to have performed either I H. Hartmann, Sixteenth International Congress of Surgery, Paris.
MH-36b *201 transverse colostomy or even caecostomy as a preliminary, but he had no idea at the outset of performing the subsequent operation. With regard to the relative merits of iliac and transverse colostomy and ceecostomy, this was not the time to discuss the question. THE specimen shows the pelvic contents complete. On the upper surface it is seen that the rectum and pelvic colon are matted to the bladder, uterus and parietal peritoneum. The peritoneal covering is considerably thickened with a leathery cancerous infiltration. The under surface of the specimen has been cut across parallel to-the outlet of the pelvis, and shows the rectum in transverse section with the lumen just admitting a small probe. The walls of the rectum are completely infiltrated with colloid carcinoma which also infiltrates the perirectal tissue and extends round the cervix uteri. Immediately in front of the rectum the cervix is seen in transverse section, together with a portion of the vagina, aind in front of this the bladder also in section.
History: When first seen the growth was obviously inoperable. A portion was removed for microscopic examination. An inguinal colostomy was performed and 100 mg. of radium were passed into the lumen of the growth through the colostomy opening, and left in for forty-eight hours. Radium was again introduced six weeks later. Three months after colostomy, laparotomy was again performed for intestinal obstruction. Obstruction was found to be due to numerous adhesions amongst the small intestines as the result of secondary deposits in the peritoneum. The obstruction was temporarily relieved, and the patient died ten days later, having lived less than four months from the time when first seen.
Remarks.-The specimen is a good illustration of the rapid growth and diffuse infiltration usually met with when carcinoma of the rectum attacks a young subject. Besides this patient (aged 21) I have had under my care at the Metropolitan Hospital patients aged 17, 20 and 23 respectively, with carcinoma of the rectum. They were all seen within a short time of the onset of symptoms and in none was it possible to do more than colostomy for their relief. Radium, though applied twice in a fairly large dose, seemed to have no beneficial influence on the growth.
